three months before admission bad had failure of libido. He became sleepy and depressed. His wife said he was just like a child in his relish for sweets, particularly in the month before admission.
On examination.-Below medium height and inclined to stoutness. His beard was scanty and it appeared that he had never needed to shave more than twice a week. The pubic bair was of female type and elsewhere his trunk was hairless. The supraorbital ridges were a little prominent and the jaws slightly prognathous, but the hands were not enlarged.
The optic discs showed slight primary optic atrophy. Visual acuity: right +', left ' . Vision in the right eye seemed limited to the lower nasal quadrant; complete temporal hemianopia of the left eye. The sella turcica was enlarged and shallow. Fluid intake 50 oz., output 50 oz., in twenty-four hours. Fasting bloodsugar, 0 * 095%. Operation.-June 9, 1931 . Intratracheal gas-and-oxygen. Right transfrontal exploration ( fig. 1 ). The tumour was bulging up tightly in front of the post-fixed optic chiasm. It was freely removed and the tension on the optic chiasm and nerves was thus completely relieved. Sutbsequent course.-For the first two weeks after operation there was increased thirst (up to 142 oz. fluid intake per day), and fluid output was as high as 160 oz. per day. This gradually disappeared without treatment. Vision rapidly improved, so that before discharge from hospital fourteen days after operation patient was able to thread a needle. One week later visual acuity was in right eye and A in left eye. The fields were almost as full on the temporal as on the nasal side, but there was marked central contraction, as had been observed in the field for the left eye before operation, and it was thus impossible to measure accurately the process of recovery. McAlpine, on April 2, 1931. History.-In 1926 she was in bed for several weeks on account of weakness and shortness of breath. She returned to work, but from that time onwards suffered from attacks of vertical headache. Twelve months before admission the headaches became worse and her sigbt and hearing began to fail. She became unsteady in walking, and drowsy, and began to have attacks of vertigo. Two months before admission she gave up work. For years she had suffered from noises in the ears (" like engines "), and had at times seen double. Vomiting occurred for the first time in April, 1931, after lumbar puncture.
On examination.-The patient was somewhat irritable, and her memory was poor, but her mentality was not otherwise affected. Slight dysarthria, pain on extreme flexion or rotation of the neck. Bilateral papilloedema (right 6 D., left 5 D.) with numerous large haemorrhages, for the most part pre-retinal, and folds of bright yellow exudate spreading from each disc towards the macula. Visual acuity, T in each eye. Great enlargement of blind spots. Nystagmus on lateral movement of the eyes, especially to the right; rotatory nystagmus on looking upwards. Great diminution of right corneal reflex. Slight right facial weakness (all segments). Loss of taste on right side of tongue anteriorly. Hearing completely lost at right ear, normal at left ear. Caloric test.-No response at right ear, normal response at left. Slight weakness of right sterno-mastoid and trapezius. Tremor and ataxia of all four limbs, more marked on right side. She walked unsteadily on a wide base, and when standing tended to fall backwards and to the right. Blood-pressure 190/130. Skiagram of the skull showed signs of raised intracranial pressure. The cerebrospinal fluid, obtained by lumbar puncture, contained 0 7 per cent. protein and 2 cells per c.mm.
Operation.-April 16, 1931. Intratracheal gas-and-oxygen. The cerebellum was exposed by an extensive osteoplastic flap of the type described by de Martel. The left lateral ventricle was tapped, and was found to contain a large amount of cerebrospinal fluid under pressure of 250 mm. cerebrospinal fluid. This pressurereading was made after the bone flap had been broken back, but before the dura was opened. The cerebellar tonsils were displaced through the foramen magnum to the upper border of the atlas. In the right cerebello-pontine angle there was a tumour, approximately 4 cm. in diameter. It was embedded in the anterior surface of the right lateral lobe of the cerebellum, and the arachnoid cistern covering its free surface contained a layer of opaque yellow fibrinous material. The tumour was circumscribed and of nodular outline, and consisted of greyish white tissue and, in the centre, areas of bright yellow tissue. Its capsule was unusually thin. The tumour and its capsule were removed completely in pieces ( fig. 1 ). Under direct vision it was dissected away from the ninth, tenth and eleventh cranial nerves, which were lightly adherent to its lower surface. After the main part of the tumour had been removed the thinned seventh and eighth cranial nerves were seen on the upper surface of the tumour. They were stripped off the medial part of the tumour, but were partially divided with a vessel, probably the internal auditory artery, at the region of the internal auditory meatus before they had been properly identified in this region. The tumour did not extend into the internal auditory 
meatus. The fifth cranial nerve was not seen during the operation. 500 c.c. of citrated blood were given during the concluding stages of the operation. Ilistological examrination.-Acoustic neurinoma (fig. 2) . Subsequent course.-Immediately after operation there was persistent rapid coarse nystagmus towards the left and a right facial palsy that was complete except that the right eye closed when the patient made grimaces. Her dysarthria was much worse and two days after operation she became completely aphonic and remained voiceless for three days. She was very irritable and at times restless, and was incontinent of urine. For a few days the abdominal reflexes, and knee-and anklejerks were lost. On the fourth day after operation herpes appeared on the right side of both lips. She got up on the 12th day. On the 18th day she had a sudden pain in the right side of the chest, which was aggravated by breathing and was associated with fever and tachyeardia (? a small pulmonary infarct). She recovered from this in four days.
One month after operation her mental condition was normal She was still very dysarthric. Papillcedema had partially subsided with preservation of vision (right, TW8 left, 16) . There was nystagmus, more to the right, diminished right corneal reflex, almost complete facial palsy and complete deafness on the right side, slight weakness of the right sterno-mastoid and trapezius, weakness, ataxia and hypotonia of the right arm and leg. She could not walk without assistance and tended to fall to the right. The reflexes were all present and normal, except that the abdominal reflexes on the left side were diminished and there was still occasional incontinence of urine. On discharge to Convalescent Home, six weeks after operation, she could walk a little with the aid of a stick but was still very unsteady. Her voice was still very dysarthric. The right facial palsy was still complete, except in the orbicularis palpebrarum, and taste was still lost on the right side of the tongue anteriorly. She was quite free from headaches, tinnitus, and from attacks of vertigo. There was now no incontinence of urine. fig. 3 ). Complete deafness on the right side and no response to cold caloric test on the right side. She still had some ataxia of the right arm and leg and walked on a wi.de base. Comment.-When this patient first came under observation papillcedema was intense and it seemed that nothing short of complete relief from hydrocephalus could prevent her from going blind. Therefore, though she was a poor subject for such a procedure, an extensive cerebellar exposure, resembling that described by de Martel [1] , was undertaken with the object of removing the acoustic tumour completely. This was accomplished without great difficulty, and the condition of the patient to-night, six months after operation, shows clearly that the result has been satisfactory. Papillkedema has subsided and her visual acuity is almost normal. Her only disability is unsteadiness in walking and this is still improving.
I have shown this case to-night because of the spontaneous recovery from facial palsy that followed removal of the tumour. The right facial and auditory nerves were identified at operation, but it was thought at the time that they were irreparably damaged when the auditory branch of the basilar artery was clipped near the internal auditory meatus. The damage was evidently limited to the more superficially placed auditory nerve, for immediately after operation the patient could still close her right eye, and between the sixth and thirteenth weeks after operation voluntary power returned in the lower part of the right side of the face. There is now only a trace of right facial weakness ( fig. 3 ). Since the thirteenth week after operation appreciation of taste has returned in the right side of the tongue anteriorly.
Two further tumours of the cerebello-pontine angle have been operated upon since this experience, and in each case an attempt was made to preserve the facial nerve. In the first, a meningioma, the attempt failed completely. The facial nerve was running through the substance of the tumour (or was possibly surrounded by lobules of the tumour) and it could not possibly have been saved. At an early stage of the process-of piecemeal removal of the tumour this nerve became a great hindrance. I divided it, but finally had to abandon the operation owing to hemorrhage before the whole of the tumour had been removed. There has been a fairly good result as regards improvement in walking, but the case shows clearly that it will not be possible to spare the facial nerve in all cases.
My second case was a dysarthric, rather cyanosed man, with a large right-sided acoustic tumour, which was unlike Mrs. E. B.'s tumour, for it had a thick capsule (about 01 cm. wide), and contained a fairly large blood-clot in its lower part.
However, in this case also, the tumour did not project into the internal auditory meatus, and we were able to remove it completely. The facial and auditory nerves were lying above and in front of the tumour and only appeared when the last portion of the capsule was being drawn out. The capsule was divided on either side of the nerves, which were thus left unbroken. Immediately after operation there was complete facial palsy, but there was immediate improvement in conjugate lateral movement of the eyes to the right, which had been almost completely paralysed before operation. We anticipated a result like that in Mrs. E. B.'s case, but nine days after operation this patient developed B. coli meningitis, and subsequently B. coli cystitis. He died twenty-seven days after operation, and necropsy showed meniDgitis, ascending pyelitis, broncho-pneumonia and syphilitic aortitis. (The patient had had just before operation a positive Wassermann reaction in blood and cerebrospinal fluid.) At necropsy the facial and auditory nerves were found to be intact, but were covered by a thin layer of clot in the distal half of their intracranial course.
It is doubtful whether the facial nerve could be spared in complete removal of the tumours that project into the internal auditory meatus. About a year ago, when operating for trigeminal neuralgia by the posterior approach, I encountered a small acoustic tumour lying partly in the meatus. The facial nerve was spared, but I doubt whether removal of the tumour was complete. There appeared to be no justification in this case to curette the internal auditory meatus.
These experiences suggest that it may be possible in a certain number of cases to remove an acoustic tumour and its capsule completely without destroying the facial nerve, a procedure that has obvious advantages over spino-facial or hypoglossalfacial anastomosis. It appears that the facial nerve may be considerably damaged at operation and yet recover if it is left in continuity. In such cases it is advisable to wait some time before doing a spino-facial or hypoglossal-facial anastomosis.
In describing his operation for complete removal of acoustic tumours, Dandy [21 suggested that it might be possible in future to save the facial nerve, for in one of his cases the nerve was identified during removal of the tumour, but was finally inadvertently torn. Among the cases reported by Stewart and Holmes [3] in 1904 there is one (Case 19) operated on by Horsley, in which the facial nerve was evidently saved. The tumour is described as a fibroma, about 3 5 cm. in diameter, which was removed from the left cerebello-pontine angle, where it had been lying under the cerebellum near the seventh and eighth nerves. After operation there was increase of the weakness of the left sixth and seventh nerves. Seven months after operation there was coarse nystagmus to the left, but " no other disturbance of cranial nerve function."
